Objective: We performed a randomized, double-blind, cross-over study to assess the neuroregenerative potential of intravenous granulocyte colony-stimulating factor (G-CSF) followed by infusion of mobilized peripheral blood mononuclear cells (mPBMCs) in children with cerebral palsy (CP).
Background
Children with cerebral palsy (CP) have disabilities both from motor impairment and from related disorders in other functions, including sensation, cognition, communication, vision, and behavior. Although various strategies have been used to improve neurologic impairment in patients with CP, most strategies used to date are complementary therapies, and there is currently no medical treatment that can repair the damaged nervous tissues [1] . Recent studies revealed that persistent neuroinflammation and associated apoptosis in brains affected by CP could be therapeutic targets [2] . Apoptosis is an attractive target because anti-apoptotic agents could be used to reverse apoptosis during a therapeutic time window after hypoxia-induced injury [3] . Other potential therapeutic targets include hematopoietic growth factors, such as erythropoietin (EPO) and granulocyte colony-stimulating factor (G-CSF), which influence the proliferation of neural stem and progenitor cells. EPO and G-CSF have specific receptors in the brain and both factors are produced in the brain [4, 5] . Therefore, EPO and G-CSF have been investigated for their ability to stop neurodegenerative conditions [6, 7] .
Recently, cell therapy has emerged as a potential treatment for patients with CP. Bone marrow (BM)-or cord blood (CB)-derived mesenchymal stem cells (MSCs) have generally been used for cell therapy. In addition, intravenous CB mononuclear cells (CB MNCs) or intrathecal BM MNCs have been also assessed for safety and efficacy in children with CP [8] [9] [10] [11] [12] . Studies show that in children with CP recovery from neurologic impairment is promising, but not complete, following stem cell therapy with CB MNCs. However, there are limitations to the use of CB MNCs and BM MNCs for repeated therapy, as there is only one opportunity to collect CB MNCs, and the procedure for extracting BM MNCs is very invasive in children with CP.
We hypothesized that mobilized peripheral blood mononuclear cells (mPBMCs) would be a better source of cell therapy for children with CP, if these cells had a similar neuroregenerative potential to BM/CB MNCs. Multipotent precursor cells exist in peripheral blood, and a fraction of elutriated blood cells from normal individuals contains MNCs that have the potential to be MSCs [13] . There are several advantages to using mPBMCs for cell therapy in children with CP: the G-CSF that is used to mobilize peripheral blood mononuclear cells (PBMCs) has neuroregenerative potential; the collection and fractionation of stem cells can be repeated; and, the therapy is suitable for most children with CP. So far, there have been no clinical trials of cell therapy with autologous mPBMCs for children with CP. The current study describes a randomized, double-blind, cross-over study of intravenous G-CSF followed by infusion with autologous mPBMCs in children with CP to determine the safety and feasibility of the procedure, as well as the potential efficacy for improving neurological impairment.
Methods

Study design
Patients were included in the study if they were between 2 and 10 years of age and had a non-severe type of CP After baseline studies at enrollment (M0), intravenous G-CSF of 10 μg/kg was administered for 5 days. On the fifth day mPBMCs were collected with a single-day course of apheresis and then cryopreserved (Fig. 1) . The detailed apheresis procedure is described in our previous study [14] . One month after cryopreservation of the mPBMCs (M1), patients were randomized to receive either mPBMCs or placebo. Six months after randomization (M7), cross-over infusion of mPBMCs or placebo was performed and the patients were observed for another 6 months. During the study, comprehensive physiotherapy and occupational therapy for individual patients were not modified. We assessed the neurodevelopmental status of patients at M0, M1, M7, and M13 after enrollment using various evaluation tools for neurodevelopmental tests. Brain magnetic resonance imaging-diffusion tensor image (MRI-DTI) and brain positron emission tomography-computed tomography (PET-CT) were used to evaluate the anatomical and functional changes in the brain at enrollment (M0), M7, and M13. This study was approved by the Institutional Review Board of Hanyang University Hospital (201103002).
Evaluation of neurodevelopment
We assessed the parents' feeling for the changes of motor or cognitive functions during study periods of their children, which even could not provide the clear and objective information on the neurodevelopmental evaluation. Comprehensive neurodevelopmental examinations were performed using the Denver development screening test II (DDST-II) to assess gross developmental screening, the pediatric evaluation of disability inventory (PEDI) to assess detailed developmental, the gross motor function classification system (GMFCS) to assess gross motor function staging, the gross motor function measure-88 (GMFM) to assess detailed motor function, the manual ability classification system (MACS) to assess fine motor staging, and the quality of upper extremity skill test (QUEST) to assess fine motor function. The results for each examination tool were evaluated by well-trained physical and occupational therapists, and therapeutic responses were comprehensively assessed by rehabilitation specialists.
Neuroimaging studies
Brain MRI
All patients underwent MRI examination using a 3.0T system (Achieva, Philips, Best, Netherlands). Conventional images including axial T1-weighted, T2-weighted, and fluid-attenuated inversion recovery (FLAIR) were obtained for the anatomical evaluation. DTI data were obtained for the functional evaluation using a single shot echo planar sequence with the following parameters; 15 diffusion gradient directions, maximum b value = 800 s/ mm 2 , TR/TE = 9000/55 ms, slice thickness = 2 mm. The DTI datasets were transferred to a workstation for processing. Fractional anisotropy (FA) and apparent diffusion coefficient (ADC) values for 18 regions of interest (ROIs) were obtained from the DTI data. All ROIs were set and analyzed by a pediatric neurologist.
Brain PET-CT scanning
Brain PET images were acquired using a dedicated PET-CT system (Biograph 6, Siemens Medical System, Knoxville, TN) at M0, M7, and M13 to monitor metabolic improvements of the brain. The patients fasted at least 6 h prior to PET-CT scanning. After intravenous injection of 18 F-FDG (3.7 MBq/kg, 33-207 MBq), patients waited for 60 min in a dark room with a dim light before imaging, while 18 F-FDG was distributed in brain. PET scans were obtained for 10 min, and images were reconstructed with a 168 × 168 matrix (pixel size = 1.95 × 1.95 mm with a slice thickness of 3.0 mm), and the ordered subset expectation maximum iterative reconstruction algorithm, Fig. 1 Design of the clinical study. MRI-DTI magnetic resonance imaging-diffusion tensor imaging; PET positron emission tomography; G-CSF granulocyte colony-stimulating factor; mPBMC mobilized peripheral blood mononuclear cell. M0, M1, M7 and M13 refer to months after enrollment. T1 and T7 refer to a group who received mPBMC at 1 and 7 months of study, respectively an 5 mm Gaussian filter, and a 30 cm field of view. Two board-certified nuclear medicine physicians reviewed all three set of individual subject by visual assessment in consensus to check for the differences between the mPBMC group and placebo group, as well as T1 group and T7 group.
Data analyses
We analyzed the following: safety and yield of G-CSFmobilized PBMC collection; outcomes at M13; the booster effect of mPBMC infusion (by comparing the mPBMC group and the placebo group); and, outcomes according to mPBMC infusion time (T1 group: mPBMC infusion at 1 month after G-CSF infusion; T7 group: mPBMC infusion at 7 months after G-CSF infusion 
Results
Demographic data
Fifty-seven patients were enrolled in the current study and their mean age and body weight were 4.3 ± 1.9 years (range 2-10 years) and 16.6 ± 4.9 kg (range 11.6-56.0 kg), respectively. Types of CP were as follows: 31 diplegia, 15 hemiplegia, 11 others (triplegia, ataxic, athetoid). Possible causes of CP were periventricular leukomalacia (n = 37), hypoxic ischemic encephalopathy (n = 2), intracranial hemorrhage (n = 2), and unknown (n = 16). Forty-seven patients for whom complete study data were available were included in this analysis.
Safety of G-CSF administration and yield of PBMCs
G-CSF-mobilized PBMC collection was safe in children with CP. We observed only two cases of fever and one episode of irritability during the G-CSF infusion. Transient hemoglobinuria (n = 3) and abdominal pain (n = 1) were reported during the mPBMC infusion, and these were resolved with supportive treatments. The total nucleated cell (TNC) count of mPBMCs was 5.97 ± 1.99 × 10 8 /kg, and the TNC count of CD34 + cells was 3.07 ± 2.1 × 10 6 / kg. Pre-freezing and post-thawing cell data were not significantly different between the two groups (T1 and T7), except for the post-thawing TNC counts, where the TNC count was significantly higher in the T7 group (Table 1) .
Parental assessments
Even before randomization for mPBMC infusion at M1 (i.e. during the one month after G-CSF administration), functional changes were noted by parents of 27 patients from the total group of 47 patients. After randomization, at M13, functional changes were noted by parents of 41 patients in the mPBMC group and by parents of 45 patients in the placebo group, although this difference was not statistically significant. There were also no significant differences in the functional changes recorded by parents at M13 between the T1 and T7 groups ( Table 2) .
Neurodevelopmental tests
Although we observed no significant changes in the GMFCS and MACS domains, 20 of 47 patients (42.6%) showed overall improvement at M13 in the domains of GMFM, PEDI and QUEST. We defined overall improvement as a score change in GMFM >4 points and/or score changes in PEDI >7 points in at least three items. The clinical characteristics of patients according to their overall therapeutic response are shown in Table 3 . There were no risk factors associated with therapeutic responses; however, the number of responders was significantly higher in the T7 group than in the T1 group (p = 0.028). When comparing T1 and T7 groups (Table 4) , the only significant score improvements were in the overall GMFM and GMFM-crawling domains, and these improvements were observed between enrollment and completion of study (M0-M13). Furthermore, when we compared the change in score after randomization (M1-M13), the GMFM, GMFM-crawling and GMFM-sitting domains showed significant improvement in the T7 group compared to the T1 group. Although there were no significant differences in neurodevelopment score improvement between mPBMC and placebo groups after randomization, more significant score changes in the GMFM, PEDI, and QUEST domains were observed before randomization (Table 5) . 
Brain MRI-DTI scanning
In the MRI-DTI scans, there was a trend of increasing FA values and decreasing ADC values over time (M0-M13). However, these trends were not statistically significant, and there were also no significant differences between mPBMC and placebo groups (M1-M7 and M7-M13) in FA or ADC values in any ROIs. To evaluate the effect of mPBMC infusion on the changes in MRI-DTI scans, we analyzed the data according to the time of mPBMC infusion. The FA and ADC values were significantly greater in the T1 group than in the T7 group for the left corona radiata (CRL), left posterior limb of internal capsule (PLL), and the ADC values were significantly decreased in genu ROIs between M0 and M13 (Table 6) , and in PLL ROI between M0 and M7 (Table 6 ). However, there were no significant differences in any ROI between M7 and M13.
Brain PET-CT scanning
Although we observed metabolic changes to the cerebellum, thalamus and cerebral cortex in the brain PET-CT, there were no significant differences in the incidence of metabolic changes between the mPBMC and placebo groups, or between the T1 and T7 groups.
Discussion
We have performed a clinical trial using G-CSF and mobilized PBMCs in patients with CP, based upon the following backgrounds. The use of G-CSF in children with CP is ethical and beneficial because it is already proven to be safe in normal volunteer donors [15, 16] , and G-CSF has the potential to induce neuroregeneration in patients with neurodegenerative diseases [5, 7] . Also, the mobilization and apheresis of mPBMCs in children are safe and effective [15] , and mPBMCs contain MSCs which can be isolated and then secrete various cytokines potentially able to repair the damaged tissues [13, 17] . Additionally, we have previously reported upon the safety of administering G-CSF and collecting mPBMCs in children with CP [14] , and we have also reported on the intracellular expression of neurotrophic factors and inflammatory cytokines, which could exert a neuroregenerative effect, in mPBMCs from children with CP [17] .
In the current study, we demonstrated that G-CSF administration and collection/reinfusion of mPBMCs were safe and tolerable in children with CP. A singleday apheresis in children with CP yielded TNC counts of 5.97 ± 1.99 × 10 8 /kg, and CD34
+ cell counts of 3.07 ± 2.1 × 10 6 /kg. These numbers are sufficient for hematopoietic reconstitution, although the target dose of MNCs or MSCs for cell therapy is yet to be determined. The yield of mPBMCs from children with CP was comparable to the yield from normal pediatric donors and patients with nonhematologic disease, reported in other studies [18, 19] . We cryopreserved all collected mPBMCs for at least 1 month and then reinfused them (after randomization) at 1 month or 7 months. With this protocol, we tried to reveal the neuroregenerative effect of G-CSF alone, without circulating mPBMCs, as well as any possible augmented effect following reinfusion with mPBMCs.
We observed that 42.6% of patients showed overall responses in the neurodevelopment tests than would normally be expected. In addition, the largest neurodevelopment score improvements were obtained during 1 month after G-CSF administration followed by mPBMC collection (M0-M1), suggesting that G-CSF alone, irrespective of circulating mPBMCs, can counter neurological impairment in children with CP. We also tried to assess the booster effects of mPBMCs on neurodevelopmental functions. Compared to the placebo group, the group that had a mPBMC infusion at 7 months experienced a greater improvement in neurodevelopmental functions than the group receiving a mPBMC infusion at 1 month. However, it should be pointed out that the higher infused cell doses in the T7 group were associated with neurodevelopmental improvement, because there is, as yet, no evidence that cell dose has an effect on neurologic improvements. In addition, Hara [20] and Hayashiji [21] reported that G-CSF positively affects the recovery of muscle mass, therefore delayed effect of G-CSF on muscle regeneration may be contributed to synergistic improvement of neurodevelopmental functions in T7 group. Contrary to the results from neurodevelopment tests, MRI-DTI showed greater increase of FA values in the CRL, PLL, and Genu ROIs in the T1 group than in the T7 group, indicating that the neuroregenerative effect of G-CSF coupled with mPBMC infusion is higher at 1 month than at 7 months. 
